gesting that sarcoid granulomata in the thyroid even if few and scattered may trigger off an immune reaction which can be mild and cause transient hyperthyroidism or focal thyroiditis. It is interesting to note that in 2 of the cases reported by Karlish & MacGregor and in that of Harvier et al. (1950) the hyperthyroidism regressed without treatment. Perhaps many such transient episodes go undiagnosed. Karlish further suggests that if the immune reaction is more severe it may persist after the sarcoidosis has resolved resulting in chronic thyroiditis, and in some cases hypothyroidism later. Selroos & Liewendahl (1972) suggest that massive sarcoid infiltration of the gland leading to hypothyroidism may be avoided by the use of corticosteroids after biopsy verification.
The best management of hyperthyroidism associated with sarcoidosis will probably become clearer as more cases are recognized and reported. We hope that this report will further stimulate the search for them. without treatment in my first case, and in another (Leppard & MacGregor 1971) it resolved, after the patient was given 10 mg of prednisone daily for eight months. The presence of sarcoid granulomas in the thyroid may cause hyperthyroidism, chronic thyroiditis or myxcedema, depending on the immune responses. Occasionally the same mechanism is likely to be responsible for adrenal, parathyroid, pancreatic, gonadal and pituitary lesions. Not only antibody reactions, but also cellular immunity is active in sarcoidosis. Perhaps the chronic immune irritation sometimes accounts later for malignant changes. Presented with pain and swelling of the left foot, with more widespread polyarthritis and bone pain within several days. One week later she noticed a painful, tender, red indurated skin rash in discrete areas over the limbs and trunk. She felt generally unwell. Examination showed bone and periarticular tenderness of fingers, wrists, elbows, tibia and feet, in addition to the skin rash. There were no other abnormal physical signs.
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Preliminary investigations showed a normal full blood count with no abnormal peripheral cells. ESR 36 mm in the first hour (Westergren). Bone marrow examination normal. Biochemical and serological tests, protein strip and urinalysis normal. Radiological screening for neoplasia normal. X-rays of hands, feet, elbows and tibie showed multiple radiotranslucent areas (Figs IA, 2A) . Definitive diagnosis was made by the histological changes seen on both bone and skin biopsy. These showed infiltration of both tissues with well differentiated round cells consistent with lymphocytic lymphosarcoma. Treatment and course: Therapy to the skia lesions was started with superficial low dose radiotherapy. Systemic therapy was commenced with oral prednisone 10 mg daily, procarbazine 100 mg for days 1-8, and vincristine 1 mg and cylcophosphamide 1 g i.v. on days I and 8 of a 21-day cycle of treatment. The skin lesions rapidly disappeared accompanied by resolution of the radiological changes (Figs 1 B, 2B) .
Over the last two years the patient has been readmitted for courses of therapy due to recurrence of 12 FigIRighthandbeforetreatment (A) and two months after treatment (B). Noteparticularly regrowth ofbone in distal andmiddlephalanx of right middlefinger skin and bone lesions. On each occasion she has had rapid resolution of symptoms with disappearance of skin rash and healing of lytic bone lesions. Systemic symptoms related to therapy have been minimal with transient alopecia and gastrointestinal symptoms immediately after injections. The patient remains alive and well.
Discussion
In a study of 471 cases seen at autopsy, involvement of the skeletal system by lymphosarcoma occurred in approximately 19%, but presentation in a skeletal site occurred in only 2 %. Involvement of the skin as a primary manifestation was seen in 4% of cases (Peters et al. 1968 ). The case described is therefore unusual in that two uncommon sites were involved at the time of presentation and that over a two-year period no further systems have been involved. In particular, there has been no evidence of infiltration in lymphatic tissue or gastrointestinal tract, a feature of 63-70% of previously reported cases. Descriptions of peripheral and multiple skeletal infiltration, particularly hands and feet in this condition have been uncommon (Gould & Main 1969 , Rosenberg et al. 1961 . Our case also developed acute synovitis at the onset of the illness, which has been previously reported in the lymphomatous diseases (Hench et al. 1962) . Of further interest in this case has been the rapid and regular therapeutic response obtained with chemotherapy. COPPcyclophosphamide, Oncovin (vincristine), prednisone and procarbazine has been recommended in the treatment of lymphomas for some years (Karnofsky 1968 ). This case has demonstrated their undoubted value as a regime with rapid regression of symptoms and skin lesions and particularly 'healing' of bone lesions. The prognosis remains guarded.
A report by Peters et al. (1968) showed a 1 % five-year survival rate of 471 patients with a Stage 3 classification appropriate in our patient.
